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A Licensure survey and complaint investigations
(#35073, #35894 and #36085) ware conducted
from 5/4/15 through 5/6/15, at Unicoi County
Nursing Home. No deficiencies were cited in
relation to the survey or complaints (#35073,
#35894 and #36085) under Chapter 1200-08-06
Standards for Nursing Homes.
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